Each row represents one run of 10,000 iterations. There is an overall better performance in terms of the MSE of the quality effects estimator with or without (IVhet) quality rank input. The variance was smaller whereas bias was larger (compared with the random effects estimator) but the decrease in variance (due to weighting) was greater than the increase in bias (due to weighting) and thus the MSE remains smaller. Confidence interval coverage for the interval based on the quality effects methods were better than that of the random effects method which had an inappropriate drop off in coverage. 
To the Editor:
T he Deepwater Horizon drilling rig exploded in April 2010, resulting in widespread environmental, economic, and population health damage. Previous oil spills have resulted in emotional consequences in local populations that rely on affected areas for their economic and nutritional livelihoods. [1] [2] [3] [4] Less is known about the mental health effects among specific subpopulations, particu-ners of men who participated in oil spill clean-up efforts in southern Louisiana.
We enrolled 252 female partners of male participants in the National Institute of Environmental Health Sciences Gulf Long-term Follow-up Study. 5 Participants resided in coastal Louisiana parishes and responded to a telephone survey between November 2011 and June 2013. The Louisiana State University Health Sciences Center Institutional Review Board reviewed and approved the study and granted a waiver of documentation of informed consent. Participants provided verbal informed consent. Details on the methods and results can be found in the eAppendix (http://links. lww.com/EDE/A909). Participants were predominantly white (71%), had a high school education (84%), earned less than $50,000/year before the spill (58%), and had a mean age of 47 years (SD 12.9). Almost half the women or another household member worked in the commercial fishing industry.
The prevalence of depression in the sample was 31%, 33% reported increases in domestic fights, 31%-32% reported memory loss post-spill, and 39%-43% reported an inability to concentrate postspill. An index representing total exposure to the spill, including both direct physical exposure to the oil/dispersants as well as indirect economic impact from the consequences of the oil spill, was constructed from 12 questionnaire items (mean 4.2 ± 2.39, out of a possible range of 0-12) and further subdivided into physical exposure (mean score 1.6 ± 1.19, out of a possible range of 0-6) and economic exposure indices (mean score 2.4 ± 1.50, out of a possible range of 0-6).
Table presents adjusted models for the relation between each mental health outcome and total exposure to the spill (Model 1) and physical and economic exposure to the spill (Model 2). For every unit increase in total exposure, the odds of depressive symptomatology increased by 14% (odds ratio [OR]: 1.1, 95% confidence interval [CI] = 1.0, 1.3); the number of partner fights increased by 35% (OR: 1.4, 95% CI = 1.2, 1.5); memory loss in the past month and immediately post-spill increased by 23% (OR: 1.2, 95% CI = 1.1, 1.4) and 32% (OR: 1.3, 95% CI = 1.2, 1.5), respectively; and inability to concentrate, in the past month and immediately postspill, increased by 20% (OR: 1.2, 95% CI = 1.17, 1.4) and 27% (OR: 1.3, 95% CI = 1.1, 1.4), respectively.
After adjustment for economic exposure, for every unit increase in physical exposure, the odds of depression increased by 47% (OR: 1.5, 95% CI = 1.1, 1.9), and the odds of more partner fights increased by 38% (OR: 1.4, 95% CI = 1.1, 1.8). Similarly, for every unit increase in physical exposure, the odds of experiencing memory loss in the past month and post-spill increased by 38% (OR: 1.4, 95% CI = 1.1, 1.8) and 45% (OR: 1.5, 95% CI = 1.1, 1.9), respectively, whereas the odds of experiencing an inability to concentrate in the past month and post-spill increased by 39% (OR: 1.4, 95% CI = 1.1, 1.8) and 57% (OR: 1.6, 95% CI = 1.20, 2.04), respectively. After adjustment for physical exposure, economic exposure was only associated with an increase in the number of partner fights (OR: 1.4, 95% CI = 1.1, 1.7) and memory loss post-spill (OR: 1.3, 95% CI = 1.0, 1.6). Model adjusted for race (African American, multi/other, and white) and alcohol consumption status (never, former, current drinker). These results suggest that exposure to the Deepwater Horizon Oil Spill was associated with depression, increase in domestic partner fights, memory loss, and an inability to concentrate among female partners of oil spill clean-up workers. When exposure is divided into its separate physical and economic components, depression, memory loss in the past month, and inability to concentrate are associated with physical but not economic exposure, whereas domestic partner fights and memory loss post-oil spill remain associated with both types of exposure.
Recent National Trends in Acute Myocardial Infarction
Hospitalizations in Medicare
Shrinking Declines and Growing Disparities
To the Editor: found lesser declines among blacks. [1] [2] [3] [4] Although subsequent studies have reported continuing-albeit less steepdeclines overall through 2011, 5 racial differences in declines have not been closely examined. Therefore, we looked at trends in AMI hospitalization rates among elderly Medicare beneficiaries over the 10-year period 2002 to 2011, focusing specifically on whether the post-2007 declines are also more modest for blacks than for whites, potentially reflecting a growing gap in care.
Using the Centers for Medicare and Medicaid Services 100% sample Medicare Provider Analysis and Review files linked to Medicare Denominator files, we compared trends in hospitalizations with a principal discharge diagnosis of AMI (410.xx, excluding 410.x2) for black and white Medicare beneficiaries ages 65 and older, with fee-for-service coverage between January 2002 and December 2011. We calculated annual AMI hospitalization rates per 100,000 beneficiaryyears, adjusted to the age-sex distribution of the 2007 Medicare population. We examined time trends using multivariable Poisson regression, reporting annual changes in AMI hospitalization rates as incidence rate ratios (IRRs) with 99% confidence intervals (CIs; eAppendix; http://links.lww.com/EDE/A908).
Over 10 years, AMI hospitalization rates declined 36.6% among whites (from 1,057 per 100,000 beneficiary-years in 2002 to just 670 in 2011), with average declines of 5.1% per year (IRR: 0.949; 99% CI = 0.948, 0.950). Declines were more modest among blacks, with AMI hospitalization rates dropping 26.4% (from 966 per 100,000 in 2002 to 711 per 100,000 in 2011); the average annual decline for blacks, 3.4% (IRR: 0.966; 99% CI = 0.964, 0.968), was only 2/3 that for whites. Rates of decline slowed for both blacks and whites in the latter part of the study period, to 4.1% per year for whites (IRR: 0.959; 99% CI = 0.958, 0.961), but only 2.7% (IRR: 0.973; 99% CI = 0.967, 0.979) for blacks between 2007 and 2011. Strikingly, although AMI hospitalization rates were initially 9% lower among blacks than whites in 2002 (blacks: 966 per 100,000 beneficiaryyears vs. whites: 1,057), the rates crossed over around 2007, and were 6% higher for blacks by 2011 (blacks: 711 vs. whites: 670; see Figure and eAppendix; http://links.lww.com/EDE/A908).
Our finding that declines in AMI hospitalization rates among blacks continue to lag those in whites raises important questions for policy and clinical practice. It is unlikely that blacks in 2002 were more heart-healthy than their white peers; therefore, the lower AMI hospitalization rates for blacks at that time may have been due to problems with symptom recognition, mistrust of the healthcare system, or inequities in access. [6] [7] [8] If such barriers have been reduced, with blacks increasingly likely to be hospitalized when they have an AMI, our results may-paradoxically-reflect improvements in their quality of care. Nonetheless, our findings suggest that blacks continue to have more difficulty accessing care and have benefitted less from the national cardiovascular health initiatives that have been so effective for whites. To the extent that primary and secondary prevention efforts are more successfully disseminated among whites, quality improvement initiatives could be contributing to increased health disparities in AMI prevalence.
In conclusion, over the 10-year period 2002-2011, the benefits of reductions in AMI hospitalizations through aggressive cardiovascular risk factor management may be slowing overall, with even smaller declines for blacks resulting in a crossover;
